account for 0.2% of all bone tumors (1, 2) . The incidence of these tumors increases in females and in the second and fourth decades of life (3) . Cavernous hemangiomas consist of blood vessels separated by fibrous tissues (2, 3) .
The etiologies of the POHs are unclear. Most types of calvarial hemangiomas are fed from branches of the external carotid artery, especially from branches of the middle meningeal artery, superficial temporal artery, and posterior occipital artery (3, 4) . This report describes a rare case of skull cavernous hemangioma that thought to be caused or exacerbated after using antidepressant medicine.
cAse rePOrt
A 42 year-old female patient presented to our outpatient polyclinics of neurosurgery with headache and swelling on her left frontal bone. She was on drug treatment for depression, and had undergone tonsillectomy while she was 15 years old. There was no significant history of trauma or lytic disease. On examination, she was well oriented, afebrile and vital parameters including blood pressure were normal. There was no motor or sensory loss. Pupils were normal in size and reacting normally to light. There was not any neurological deficit. Rest of the systemic examination was unremarkable. The cranial magnetic resonance imaging (MRI) ( Figure 1 ) and cranial computed tomography (CT) (Figures 2, and 3 ) demonstrated intraosseous expansive lytic lesion on the left frontal region, without signs of brain tissue involvement (Figure 2, 3 ). There was no symptom attributable to the bone lesion.
The patient underwent left frontal craniectomy with en bloc resection of the osseous lesion with total excision of soft tissue, followed by cranioplasty with acrylic cement. The histopathological examinations of the resected bony lesion and excised soft tissue showed that the former was primary intraosseous cavernous hemangioma and the later is lipoma. Postoperative cranial CT demonstrated that gross-total resection was performed. The patient was discharged and clinical control visits were recommended. After three years of follow-up neurological examination was normal and there was no recurrence detected. 
dIscussIOn
Hemangiomas are benign vascular neoplastic disorders (1) (2) (3) (4) (5) . Histopathology classifies hemangiomas as venous, cavernous, and capillary, according to the predominant vascular network (5) . Although cavernous hemangiomas (CHs) more often involve the brain parenchyma, skull bones may also be affected. Hemangiomas of the skull account for 10% of all the benign tumors of the skull (4) (5) (6) (7) (8) . The literature review has demonstrated that CHs of the skull involved the frontal, temporal, and parietal bones, respectively. Our patient had left frontal involvement.
Figure 2. the cranial ct revealed on intraosseous expansive lytic lesion on the left frontal region, restricted in bone of skull. note that normal brain tissue did not involve with lesion.

Figure 3. the cranial ct revealed on intraosseous expansive lytic lesion on the left frontal region, restricted in bone of skull.
The etiologies of the POHs are unclear. Congenital, idiopathic, and traumatic causes have been detected. Almost all of these lesions were reported as congenital. Some authors suggest that trauma may cause a POH even the effect of trauma on the development of POHs is not understood yet. It is thought that some growth factors are released after trauma. Our patient had no prior history of trauma, whereas the swelling on her left lateral frontal head appeared after three months of antidepressant therapy. Therefore, this case of cavernous hemangioma of the skull thought to be caused or exacerbated by antidepressant medications.
Since the radiological findings are not specific, preoperative diagnosis is difficult, and histopathologic diagnosis is essential. Surgery is indicated to differentiate it from metastasis, or when there are esthetic or compressive issues. MRI investigation is important because of its potential to show soft tissue lesions. MRI signal intensity depends on the amount of venous stasis in the lesion and also on the rate of transformation of red marrow into yellow marrow (6) .
POHs can be misdiagnosed as a dermoid cyst, a giant cell tumor of bone, multiple myeloma, and metastasis. The most useful radiological tool is CT, clearly showing cortical and trabecular structures (2, 7, 8) .
Although surgical excision is the treatment of choice, it is not always necessary. Indications for surgery include: correction of compressive effects, hemostasis, and esthetic improvement. En bloc resection of the lesion reduces the risk of bleeding which is always potentially increased in these tumors. Relapse is rare when adequate safety margins are observed (8) .
cOnclusIOn
POHs of the skull are rare, slow-growing benign tumors that may mimic other more common cranial or skull lesions. The preferred treatment is complete tumor removal with normal bony margins. Sometimes the classic radiographic appearances are not evident. Consequently, the diagnosis is most often made during surgical resection. Antidepressant drugs may cause or exacerbate POHs.
